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. Executive Summary

This processevaluation reflects the progress of the Delaware Cancer Consortium through the period of

its establishment and first th ree complete years of its work, andcOOUUD U UUT UwdOIT wi o1 O1 60
"OO0OxUITIT OUDPYI w" EOEIT U w"-f@ddtedé@atidn plénl The Olpving @hbd U

illustrates how the Consortium has achieved the significant progress noted in its annual reports, and

provides feedback regarding key process concepts and structures that were used during the period

covered.

Focusing on the functioning of the Consortium as an organization, this report describes the conceptual
framework for processevaluation of the Consortium and outlines the methods used in the conduct of
the process evaluation. Findings are reported across Committees usingthe process modek developed
for this initiative. Recognizing that each Committee has its own unique recommendations, charges and
challenges, a section folbwing the cross-Committee findings is devoted to a Committee -by-Committee
discussion of the findings. The report concludes with a discussion of overall observations and
recommendations for the Consortium as a whole. Figures, tables, and @pendices provid e supporting
information.

The Delaware Advisory Council on Cancer Incidence and Mortality was appointed by Governor Ruth

Minner in 2001, with a charge to develop a clear and usable cancer control plan based on the input of
professionals in cancer control, citizens affected by cancer, advocates and policy leaders.The Council

agreedto create a shared awareness and agreement on the range of cancer control issues to be

addressed now and in the future, create a structure and agenda for addressing those need, and enable

#1 OEPEUI wOOwWOOY! wi OUPEUEwWPDUT wdOl EODPOT i UOWEEUDOOG wp$
Comprehensive Cancer Control Program, June 28, 2006)

Following a state-wide engagement and inquiry process using concept mapping, individual testimony
and research, the Consortium was made a permanent entity in 2003and adopted the structure
suggested by the inquiry process. The Consrtium formed seven committees, chaired by members of
the Advisory Council. The Consortium Committees are Insurance, Know ledge and Information,
Tobacco, Quality, Colorectal Cancer, Environment and Disparities.

This evaluation focuses on the processes, organizational elements and activities in evidence in the first

i OUUwal EULWOT wlOT T w" 6OUOUU D bufacds and trackd thd)@3Qtwd aswad T 1 wl Y E
entity and the Committees individually, in relation to committee structure and management,

leadership, program and intervention planning, data development and use, partnerships development,

and communications and reporting. Process models for the Consortium at large and for each

committee were developed to indicate the charges, the processes and the sources or types of

documentation queried to assess whether the processes took place as relevant to each committee.

Documents issued by the Consortium as a whole and its Committees individually, documents or
reports used by the Consortium or Committees, public relations material, and a range of other items
were reviewed using the process model as the guiding structure. These documents covered the time
period 2003-2006, and included the report Turning Commitment into Action: Accomplishments of the



Delaware Cancer Consortium, for the first three years of work. To ensure additional currency of
inform ation, interviews we re conducted with key leadership and contributors to the Consortium.
Meeting observations and review provided context for the evaluation, as did individual guidance and
discussion with Division of Public Health senior staff.

The Consortium has reported its progress in interventions and innovations to address the burden of

cancer, through its annual report, Turning Commitment into Action 6 Ckaown by the Consortium and

2U0EI I wEUW?3T 1T w&UI 1T Ow! 00062 www3i PUwl YEOUE @OOwUI YDI b
leadership expected would take place, the processes used by each committee to arrive at milestones in

their progress toward fulfilling their charges; the manner in which leadership was demonstrated; the

involvement and use of partners to accelerate thework of the Consortium; the degree to which

Committees used data to inform decisions, and the organizational elements that supported or hindered

the progress of the Committees.

Basic engagement elements such as meeting attendance are shown with ranges ahaverages across
committees. Interview data and document reviews identify the level of formal and informal
leadership. Partnership, an important concept for an organization like the Consortium, is reflected in
data both from the Committee documents them selves (membership rosters, attendance, recruitment
initiatives) and the interviews (queries regarding the overall effectiveness of the Consortium and the
Committees regarding involvement of partners). We include a sector -by-sector report of Consortium
membership, to illustrate partnership representation.

By and large, all Committees and the Advisory Council are successful in achieving and maintaining at
least an acceptable level of volunteer (member) involvement in the work of their Committees. The high
level of Member retention on the Advisory Council, most of whom are Committee Chairs, provides a
strong level of stability to the group. Members not on the Council reported more difficulty in
maintaining connection to the Consortium, and described the challenges of the bimonthly committee
schedule.

The Consortium is at an early maturity point in its organizational life. The work accomplished thus far,
with steady and committed staffing and guidance by the Division of Public Health, will now benefit

from deliberate attention to the workings of the enterprise, and some processstandardization. This

will enable greater communication, impact, and effective use of the many valuable resources that
current members and asyet-untapped partners may bring to t he endeavor. Recommendations include
the development of a retention, succession and recruitment plan; as well as Consortium focus on
documentation standardization for ease of common access across Committees and with the Council.

In addition, the result s should enable the Consortium to identify their own priorities for improvement,
and ways to evaluate how well those priorities are being met.



I1. Introduction

This report presents the findings of a process evaluation of the Delaware CancerConsortium,

concentrating on the Consortiumz UwUUUUEUOUUIT O wx U Orid métiddalogyEddvélapEddy B Y B U B
this purpose is outlined in this report and described in further detail in a separateProcess Evaluation

Guide.

The evaluation findings provided here reflect and support the progress made in the establishment and

first three complete years of its work; and illustrate how the Consortium has achievedthe significant

progress noted in its annual reports. In addition, the results should enable the Consortium to identify

priorities for improvement, and ways to evaluate how well those priorities are being met. This process

evaluation constitutes one elementof# 1 OEPEUI z Uw" OOxUI T 1 OUDY IzwuwdBWHIUbw" O
faceted evaluation plan.

This report begins with background on the Delaware Cancer Consortium, its evaluation plan and the
intent of this process evaluation. It describes the conceptual framework for evaluation and outlines the
methods used in the conduct of the process evaluation. Findings arethen reported across Committee s
using the conceptual framework of the process model developed for this initiative. Recognizing that
each Committee hasits own unique recommendations, charges and challenges a section following the
crossCommittee findings is devoted to a Committee-by-Committee discussion of the findings. The
report concludes with a discussion of overall observations and recommendations for the Consortium as
a whole. Appendices provide supporting information.



Il. Background

Cancer is the ®cond leading cause of death in Delaware and in the nation. In 2001,in response to

a fifteen-person Advisory Council . The Delaware Advisory Council on CancerIncidence and Mortality
was charged with advising the Governor and the Delaware Legislature on the causes of cancer
incidence and mortality and potential methods for reducing both. (Evaluation Plan Proposal for

#1 OEPEUI zUw" OO0xUI T 1 OU braf, JurieR® £0D6) w" OOUUOOw/ UOI

The Advisory Council began meetingin 2001with a charge to develop a clear and usable cancer control

plan based on the input of professionals in cancer control, citizens affected by cancer, advocates and

policy leaders. With these priorities in mind, the Advisory Council agreed to develop a system to

create a shared awareness and agreement on the range of cancer control issues to be addressed now

and in the future, create a structure and agenda for addressing those needs, and enable Blaware to

move forward with meaningful action. $ YEOUEUDOOw/ OEOw/ UOx OQUEOwi OUw#1 Ol
Cancer Control Program, June 28, 2006)

The Advisory Council initiated a deliberately comprehensive processof concept mapping to get input
on cancer issles from citizens, medical and public health professionals; and to help establish priorities
for the Advisory Council z Uw U E O x | TheNduisbrdITbndil also heard from outside experts,
cancer survivors, and family members who had lost a loved one to cancer. By blending statistics and
data with the stories of people whose lives have been touched by cancer, the Councildrew attention to
UT face®O 1 wE E JielreSuitstofuhe planning initiative yielded a draft structure for the

organization of the pl anning Committee s, which is included as Appendix 1.

InJunel YYhROwW3T 1 w EYPUOUAwW" OUCEPOWExxUOYI EwUi 1 wEOGOET x Ul
this date and October 2001, subcommittees concentrated on each topic area, and developed a draft

agendal OUwl EET wi OEVUUB ww3T T wUl UUOUUwWOI uaddiapprovedtythe Uz wEIT Of
Council at their Fall 2001meeting. The data associated with this meeting is included in the document

review for this report.

Once the plan was established, the Advisory Council was reauthorized in early 2003,as a permanent
Consortium, and Committee s were seated. Chaired by a Council member, each Committee developed
and finalized the list of priorities in its focus area, based upon the initial concept mapping and
subcommittee recommendations. The Committees then made decisions regarding priorities to

Program, June 28, 2006)

Many of those who have served on the Council Committees also served in the formative stages of the
Council. Appendix 2 provides alist of current and past Advisory Council members.

In May 2006, the Division of Public Health conducted a survey of membership, to assess the
operational needs of the Consortium as well as to inquire about perceptions of priorities. The
following were identified by the respondents as the top five priorities for the DCC:



e Evaluation of the impact of DCC activities

e Enhancing data-driven decision making

e Focusing efforts on reducing health disparities
¢ Developing a new 4-year plan

e Advocating for new cancer dollars.

In this report, we provide feedback to support the first, the second and the fourth items.
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The Division of Public Health (DPH) has developed a comprehensive, multi-stage evaluation plan that

1] OEOOXxEUUI UwUT T wxUOTUEOUWOT wOT 1T w#bYPUPOOZUWEEOET Uwx
and initiatives that have emerged as a direct result of the Consortiumz U wb O Wed @sothdl Division

initiatives. The evaluation plan was submitted to the CDC on June 30, 2006 and approved July 31, 2006.

This evaluation report will supportthe # B Y B Uddrépfeheldsive evaluation initiative . It provides
feedback about the processes employed and progress made to dateto fulfil OT 1 w" OUOED Oz Uw
responsibilities. The results will provide valuable data to augment the interpretation of findings from

other parts of the comprehensive evaluation.

The Division of Public Health is also in terested in constructing, through this process, an evaluation
model and approach that the Division will document, refine and disseminate for use in other contexts,
either within the State or for the benefit of other Comprehensive Cancer Control Programs in the
country. A separate Process Evaluation Guide details the methods developed for this effort.



V. Focus of this Report: ProcessEvaluation of the Consortiumz Uw%UOEUDOOD OI

Focusing on the Consortiumz Uwx UOET UUWE OE wb O x é dddludtio EpteBettédherd) OT UT U U
concentrates onthe planning processes, actions taken and progress made by theCommittee s and the

Consortium on stated priorities. Data and input gathered from all relevant Committees and other

relevant sources produce a description of expectations as reported and observations at this time in the

life of the Consortium .

The evaluation contains two primary units of inquiry: the Committees of the Consortium, and the
Advisory Council as an operating or management entity. We also discuss the Consortium as the
encompassing structure.. The evaluation conforms to the CDC Prevention Evaluation Framework

, OE 1 shandards of good evaluation: utility, feasibility, accuracy and propriety . (Centers for Disease
Control and Prevention. (1999) Morbidity and Mortality Weekly Review, 48(RR11), 21.)

In addition to the focus on process, actions and progress,a significant focus of this evaluation is on
partnerships and the leadership required to facilitate this sort of collaborative functioning.

Strategically developed partnerships across multiple organizations, each of which brings important
resources and relationships to bear on an issue, are needed to take on complex, persistent challenges
such ascancer prevention and control. We consider the functions of leadership and partnership in
relation to the Consortium at large, and the Committee s individually.

Another key feature of the work of the Consortium is its intention to useand add to the evidence base

for cancer control. According to th e CDC evaluation logic model, programs are expected to

21111 EUD Y-éxidtingrevdencesk HDUT Ewx UOT UEOU? 6 ww3 T ? GREEIUddBEuEndE O wi R
decisions by analyzing existing sources of population-EE Ul EWOOEEOOQwWUUEUI weOEwi 1 EI

registries and compile data into reports, and analyze lessons learned and best practices.We consider

UT 1T wUOOT wOi WEEUEWEEET UUWEOSEwWUUT wbOwlT 1 wEOGOODPUUIT 1 Uz u



VI. Conceptual Framework for Evaluation

The planning and implementation of the CancerConsortium beganwith a structured theoretical model
(the conceptmap, provided in Appendix 1). This conceptmap provided a framewaork for the content
and structure of the Cancer Consortiumz UwpP OUO6 ww/ UPOUDPUDPI Uwpkl Udnthe UUEEOD
broad input provided through the concept mapping process and subsequent task group deliberations.
At that time, the conceptual framework was refined to recognize the priorities in Medical Community
Action, which became the Committees for Colorectal Cancer and Quality. The priorities described in
Public Awareness and Education and Research and Data analysis were combined to formthe Provide
Knowledge and Information Committee. The Provide Knowledge and Information Committee in the
rest of this document is referred to as the Knowledge and Information Committee. In addition , the
disparities focus, which was pervasive throughout the conceptual framework, was defined as a
Committee level priority.

The Committees of the CancerConsortium established an ambitious plan to make significant progress
within four years to reduce the burden of cancer in the State. Progress is reported annually in the
Turning Commitment into Action: Accomplishments of the Delaware Cancer Consortium series,
summarize the accomplishments for each the recommendations tasked to thatCommittee. Table 1
provides a summary of the Committees and the recommendations with which they are charged. For
each recommendation, Committee s have identified a set of tasks or initiatives that will lead to progress
on that charge. The Green Book contains not only the recommendations listed below, but also details
tasks under each recommendation.

Table 1: Committees and their Charges

Committee Charges (Recommendations)

Consortium 1) Create and maintain a permanent council, managed by a neutral party that
reports directly to the governor to oversee implementation of the
recommendations and comprehensive caner control planning. The
council should have medical, environment, research policy and education
Committees that continually evaluate and work to improve cancer care
and cancerrelated issues in Delaware.

2) Develop and implement a state cancer control and prevention plan. The
plan should be based on CDC guidelines and involve multiple
stakeholders with assigned responsibilities.

Insurance 1) Reimburse the cost of cancer treatment for every uninsured Delawarean
diagnosed with cancer up until one year after diagnosis.
Colorectal 1) Create a comprehensive statewide colorectal cancer screening ang
Cancer advocacy program.
2) Reimburse for colorectal cancer screening of uninsured Delawareans age
50 and older.




3)

Case manage every Delawarean with an abnormal colorectal cancer
screening test.

Tobacco

1)
2)
3)
4)

5)

6)

At a minimum, fund comprehensive statewide tobacco control activities at
$8.6 million (CDC recommended minimum).

20U1 OT UT1 O0Owil RxEQEOQWEOGEwWI1 O OUET w
include public places and workspace enviro nments.

Strongly endorse, coordinate, and implement the action plan
Ul EOOOI OEEUDPOOUwWxUI Ul OUI%Ewd Quea? OlE/P G
Formally adopt, implement, and enforce the CDC model policy for
tobacco control in all Delaware schools.

Expand and sustain a comprehensive public awareness campaign on the
health risks of tobacco use and support resources available to help quite
smoking.

Increase the Delaware excise tax on tobacco products to $0.74 and seek §
identify other potential funding sources to sup port tobacco and cancer
control efforts.

Quality

1)

2)
3)

4)

Provide a care coordinator who is part of a statewide -integrated system to
every person diagnosed with cancer in Delaware. Care coordinates will be
culturally competent to overcome the language, ethnicity and gender
barriers

Ensure insurance coverage for stateof-the-art cancer clinical trials.

Institute centralized credentialing reviews of medical practices by third -
party payors that include cancer screening, prevention, early detection,
and treatment practices as well as ongoing provider education.

Support training for physicians and other health care providers in
symptom management and endt of-life care approaches.

Knowledge
and
Information

1)

2)

3)

4)

5)

Initiate and support statewide and district -level school health coordinating
councils. The statewide council will serve as a model, resource, and
funding vehicle for the district councils.

Form a statewide, permanent alliance to coordinate and promote public
education on cancer.

Estimate the number of cancers thatcan be prevented and the number of
deaths that can be avoided by primary prevention and early detection.
Prioritize our common and preventable cancers.

Improve the collection and reporting of cancer incidence and mortality
data.

Conduct a survey to examiOl wUOT | wbOx OUUEOET woi wj
cancer rates.

Environment

1)
2)

3)

Reduce exposure to carcinogenic substances in the ambient environment.
Coordinate with  OSHA to reduce workplace carcinogenic risk and
exposure.

Reduce exposure to carcinogens in he indoor environment.

Disparities

1)

Compile and analyze existing data on health disparities and cancer into a
report, and inform through a public education campaign.




A. The Process Model for the CancerConsortium

This evaluation links both the processindertaken by the Consortium and the contentof each

Committeez Mditiatives . It focuses on the inputs and activities section of the overall logic model of the
Delaware Cancer Consortium , while helping the Consortium YD UUE OP &4 | wiOBIOw VG Twl @ ®iOiw
current state to desired outcomes. As such akey task in planning this evaluation was to develop a

? b O U O Préckss Model framework to guide data collection, reporting and interpretation. The

process model, shown in Figure 1, was used by the evaluation team to describe the key elements of
Consortium processes that would be included in the evaluation.

The Consortium process model provides an overall framework for the evaluation , and links common
processes to the program specific goals of each of th&Committe es, as articulated in the Green Book.All
of the Committee s are listed on the left side of the figure. The charges represent a condensed version of
the recommendations assigned to eachCommittee, as articulated in full in Figure 1 above and in the
Green Book. All Committees use the same set of processes, as illustrated in the third column. These
common processes are the major constructs thatre evaluated. Effectively addressing each of these six
processesis assumed tolead to the desired outcomes on te right side of the figure. Thus, the process
model brings together the content of the Committee s and their recommendations with Consortium
processes, creating an integrated conceptual framework for the process evaluation.

10



Figure 1: Delaware Cancer Consortium Process Model
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This overall Process Model was adapted for each of the Committees, resulting in a set of seven process

models to guide our individual review of the Committees. These Committee-specific working models

were refined during data collection and analy sis to achieve more meaningful levels of detail. The

updated process model for each Committee is provided in Section X of this report, which discusses the

findings by Committee. Here, Figure 2, the Delaware CancerConsortium Process Model:Environment
Committee provides an example of how the process model is applied to a specific Committee. The

Committeez UWET EUT 1 wE x x 1 EUU wO O w Villustratédia$ dimodeibrERgdrauysppedrimx U OE |
the second column, with further definition of each of th e major processesof relevance to the committee

in question. These detailed definitions serve as the criteria for assessment of the construct. For

P OU U EGEM@ePUUUECUU] wEOCEWOEOET 1 O OU> udiniteé mebtdds,E WE U wi
recruiting and retaining members and developing and using document ation (such as meeting minutes,

role assignmentsand planning documents, and so forth). Definitions of each of these indicator areas

follow, in Section VII D. The ? 2 O U Udallimu ndicates the sour ces to be used to make

determinations about those constructs. Section VII below (Findings by Committee) shows the process

models for each Committee.

11



Each Committee was reviewed to assess its use of, or engagement in, the processes described in the
Process column, below. By and large, the process to investigate each committee was similar for the
areas of Committee Structure and Management, leadership and Priority Setting, partnerships and
Relationships, and Communications and Reporting. Differences are noted from Committee to
Committee in the Process Models specifically in the areas of Program and Intervention Planning, and
Data Development and Use. These are the areas where differences in process would be expected if not
encouraged, since each Commitee was to address a range of charges, with differing levels of maturity,
ease of fulfillment, availability of data and so on.

Figure 2. Process Model Example: Environment Committee

[ Charge N Process M __________ sSouce _________|

Meeting documentation

[ Documented meeting progress ]

Consistent attendance

-
Focus on Recommendations Agenda items progression
Develop Leadership

Issues identification and priority assessment A\

Committee Structure and Management

Hold regular meetings
Member recruitment and retention
Develop and use documentation

Reduce exposure
to carcinogens in
the ambient
environment

Leadership and Priority Setting

Ul

Program and Intervention Planning

Coordinate with
OSHA to reduce
risk and
exposure to
carcinogens in
the workplace

Develop community-based stakeholder programs to augment
DNREC
Pass legislation on toxics testing (public waters, indoor air, fish)

Exposure awareness social marketing campaign

Reduce exposure
to carcinogens in
the indoor
environment

Data Development and Use

Conduct statewide Hazardous Substances in the Workplace
survey

Develop and conduct toxic and risk assessment (public
waters, indoor air, fish, workplace substances)

Partnerships and Relationships

Create linkages with the medical community, educational
institutions, advocates, and CBOs
Committee member engagement

Communication and Reporting

Within the Committee

Consortium wide

Communicate Delaware Air Toxics Study findings

Public communication and education (social marketing on radon
and air toxics)

G

Relevant agenda items ]

—)[ Record of hiring and training

Data Reports

> Results from Hazardous

Substances Survey

Risk assessment tool

Interview feedback

Member roster

Standard periodic reports to DHSS ]

Websites, green books, press releases, &

marketing

)

IS

Meetings & electronic communication ]

The overall Consortium process modeland the Committee -specific processmodels provide an

overview of expected processesand sources for assessing progresas they relate to desired outcomes.

The process model enables the Division to identify contexts and assumptions that have framed the

Cancer Consortiumz UwbP OUOOWEOEWUOWET | POT wbOx U U U wiksérid desied DY D UD
EOOI

outcomes. 6 1| WDOEDPEEUI wbOwUI | wxUOETI UUwWOOET OwUl EQw?. 0O
logic model.

12



VII. Methods

This evaluation uses a mixed methods approach. To ensure an appropriate level of inquiry and
triangulation of findi ngs, structured interviews with short quantitative and qualitative surveys,
observations of meetings, and a comprehensive document review were conducted. This section
describes each of these major methods.Table 2: Measures for Process Model categories byData Source
summarizes the measures developed for each of the categories of the process moddby the source of
that information. A separate Draft Process Guide provides further details of each of thesemethods,
offering a template that will assist others who wish to use these methods for evaluating similar
collaborative initiatives.

Table 2: Measures by Data Source across Committees for each

Process Model Category

Process Model Measures based on Document Measures based on Interviews
Category Review

Committee Number of meetings held A Interviewee ratings of Committee
Structure and by Committee administration and management
Management Average number of

attendees per meeting by

Committee
Leadership and Number of initiatives to A Interviewee ratings of leadership by
Priority Setting address stated charges Committee

A Interviewee comments about
leadership

Program and Average number of A Interviewee ratings of progress
Intervention activities per Committee toward goals
Planning initiative

Number of activities per

Committee initiative
Data Development Percent of Committee A Interview ratings of use of evidence
and Use discussions focused on in decision-making

data development and use
Partnerships and Consortium members by A Interviewee ratings of partnership
Relationships sector A Interviewee comments on

Committee membership partnerships

by sector

13



A. Interviews

Interviews with each Committee Chairperson and other identified leaders were a major element of the
evaluation. Eighteenleaderswere interviewed in May, June,and Juy 2007. Thesepositions
interviewed represented :
¢ Political leadership
Division leadership
Founding members of the Consortium (now either Chairs or Committee members)
Chairs of Committees
Committee members

O 0 0O 0

A list of the interv iewees and their roles is provided in Appendix 3.

The Division guided the selection of key themes from the process model above in constructing the
interview protocol s. Interviews consisted of five major sections that correspond with the process
model:

¢ Section A: Introduction and background to the purposes of the Interview and Inquiry on
Expectations.
Section B: Inquiry on Leadership
Section C: Inquiry on Administration and Management
Section D: Inquiry on Participation and Partnerships
Section E: Request for information on Committee documentation as needed and appropriate to
the interviewee.

O 0 O 0

See Appendix 4 for examples of these sections.

The partnership portion of the interview x UOUOE OOwWPEUWEEEx Ul Ewi UOOw+EUOI Uu
Self-Assessment Tool. (http://www.cacsh.org/psat.html JOWE OE wUUx x OUUT EwEa wUl 1 wi YE
independent work in public health partnerships.

A 2t tEY T Uliké approach was taken with the interviews to enable leaders not only to contribute

feedback on the work of their own group or area of interest, but alsoto comment on the work of other

Committees or the Consortium as a whole. This approach enables us toaggregate findings and g ain a
variety of viewpoints on each of the Committees. For sections B, C and D,most interviewee s gave input

on the Consortium, detailed feedback on the Committee with which they were primarily affiliated , and
condensed assessmertg of other Committees in the Consortium. Respondents raed each question on a
1 (low) to 5 (high) scale. Interviewees had the opportunity to comment on each question.

Referring to the process model, the interviews are the primary source of data regarding the constructs

of Leadership and of Partnerships and Relationships. Interview ratings and comments supplement the
assessments provided by the document review for the other process model categories.
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B. Document Review

A second major element of the evaluation was an intensive review of available documents related to
the Committees. The document review included the following materials provided by DPH

Table 3: Sourcesin Document Review

Turning Commitment into Action: Accomplishments of the Delaware Cancer Consortium Annual
11 xOUUwUI UbIT U apch 2002, 3e@amBed200 2November 2005

Available Advisory Council notes for the subcommittee recommendation report meeting of
October 2001

Available meeting minutes for all Committees and the Advisory Council for September2003
through July 2006

Reports issued by the Committees or the Council

Reports and presentations given at Committee and Advisory Council retreats and major

workshops

Data reports, such as those from the Behavioral Risk Factor Surveillance System (BRFSS), Institute
of Medicine and the Consortium -commissioned Disparities in Cancer Incidence and Mortality
Among Delaware Residents, 19982002Report

Reports on studies conducted by the Division of Public Health (DPH), the Department of Natural
Resources and Environment Cantrol (DNREC) or contractors as staff

Reports on studies conducted by Committees themselves

Marketing materials, such as brochures and media advertised produced by AB&C, the contractor
for marketing collateral

Press releases
Memos

The evaluation team reviewed and coded 1,376 documentsduring this process. Questions of missing
data or information were clarified during interviews with Committee Chairs, via Section E ofthe
interview protocol , as described above

An intensive content analysis of the documents was conducted so that each action or discussion item
was briefly summarized and then coded by:

e Major categories and subcategories of the process model

e Date

e |Initiative

e Source (document citation)

The evaluation team setthe following guidelines regarding the document review content analysis:
e When Advisory Councilminutes referenced a specific" O O O D [halgeé ar adtivities, that
documentation item was coded as relevant to that Committee.
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e Eachtype of source was counted once per Committee. Although the Advisory Council may
have discussedan issue on numerous occasionsthus, recording discussion in several different
Ol 1 UPOT wOPOUUI UOwW? EYDPUOUaw" OUOCEPOwWOI 1 foraratl wODOUIL
issue for that Committee.
e During the document r eview process each discussion item was coded according to which aspect
of the process model it addressed. While it is not possible to indicate how much time any given
discussion may have occupied on the agenda, the percent of discussion items serves as proxy
for the degree of attention focused on that aspect of Consortium process.

A sample of the document review contents illustrates how these guidelines were used in Table 4.

Table 4: Sample of Document Review: Colorectal Committee

Process Model | Process Model
Category Subcategory Date Initiative Description Source (s)
Graph of Delaware age-
adjusted incidence rate of
cancer (including colorectal)
per 100,000 as percent above | Green Book
Data U.S. estimate fa 1994 1998. Pie| 2002; Delaware
Development Cancer chart of cancer by type in Cancer
and Use Registry Mar-02 | Committee | Delaware from 1995-1999 Registry
Reported that if 80% of Green Book
Delawareans age 50 and déder | 2002; National
received a colonoscopy and Center for
appropriate follow -up every Health
Issues 10 years than Delaware would | Statistics;
Identification have the lowest colorectal Ranshohoff &
Leadership and | and Priority cancer death rate in the Sandler, 2002;
Priority Setting | Assessment Mar-02 | Committee2 | country Colditz, 2000
Christiana Care Coordinator
has provided information to
Educate Public churches, put table top cards
on Importance Statewide in cafeteria, and established a
of Screening screening/ dedicated telephone line for
Communic ation | and Screening advocacy Champions of Change Meeting
and Reporting Options Mar-06 | program program Minutes
The Database Working Group
Committee Develop and is moving forward and will
Structure and Use enter past data into the Meeting
Management Documentation | Apr-06 | Committee | database Minutes
Etc. Etc. Etc. Etc. Etc. Etc.
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C. Observation of Meetings

Over the period 2003to 2006 CSI staff members attended approximately eight meetings of the Council,
and facilitated two Consortium retreats. These observationopportunities helped inform the
development of the process model, the document review approach and the interview protocols ; and
provided vital context and background to anchor the findings by Committee discussions and the
observations and recommendations section. CSl was also able to confe regularly with DPH staff and
the Council Chairman at various stages between 2003and 2006 in the development and progress of the
Consortium .

D. Measures

Specific measures were developed for each of the process model categories, to operationalize the
concepts of interest. The following definitions, when considered with the process model, provide a
legend for the process model areas, and how they were measured:

Committee structure and managemert defined by frequency of meeting s, attendance rates aimeetings;
and staffing support for coordinating communication, organizing activities an d meetings, preparing
materials; EOE wOEOD OT wi OOEwWUUI wdi wdl OEI UUZz wUDOI &

Leadershipis defined through the interview protocol as acting responsibly on behalf of the Consortium,
inspiring and motivating people, communicating vision, developing common levels of commitment,
fostering respect, combining diverse perspective, and helping to look at issues differently.

Program and interventioplanning: looks at progress on the recommendations, assessing the extent to

which there was observable progress on agenda items and recommendations and memb& Uz w

satisfaction with progress. It does not focus on evaluating the outcomes of Committee activities or

programs. The GreenBook provides annual updates on the status of recommendations and their
EUUOGEPEUI EWEEUPYDPUDPI UWEOEWOUT T UwxEUUUWOI w#l OEPEUI z U
outcomes.

Data development and udecuses on the extent to which a Committee used data in its work and
decision-making. Data development and use references included such things as developing and/or
reviewing survey results and reviewing national or state surveillance data.

Partnerships is defined by the breadth and depth of i nvolvement of both traditional and non -
traditional communities of interest in the Consortium. The Consortium is itself the key partnership;

and the first process variable is whether and how partners who represent a variety of sectors and
organizations across the state with an interest and ability to contribute to cancer control and prevention
are included. Sectors represented in he Consortium are the following, in alphabetical order:
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e Academic e Government Public Health

e Business/Industry e Hospital

e Colorectal Cancer Coordinator o |egislature

e Community Based Organization e Non-Governmental Organization or Not-for-Profit
e Consultant e Professional Association

e Executive Branch e Provider

e Government

The interview protocol, a secondsource for partnership feedback, queries members on their satisfaction

PDUT wOT | whEawx1 OxOl wEOCEwWOUT EOPAEUDOOUWDPOUI UEEUOWUT I
recruiting diverse people and organizations , and satisfaction with the way decisions are made. Specific
questionsi OEU U wOOwWUT 1T w" 6O6UOUUPUOzUwiI i i1 EUPYI Ol UUWEUWEUT |
educational institutions and community based organizations and advocates.

In some cases, these measures required secondary coding. For instance, for Communicatioand
Reporting, press releases, AB&C marketing materials and reports were developed and distributed to
the public. These were counted separately in the analyses to provide a richer picture of the variety of
approaches to outreach taken by various Committees.

Each Committee process model represents all of the above categories of measurement. Assessing each
Committee shows the manner in which each Committee addressed its own priorities, and demonstrates
variation from Committee to Committee on these key p rocess constructs.

E.$YEOUEUOUzUw1OOI w

CSI was the primary contractor for the development of the concept map, which provided the overall

Committee structure and the foundation for the Committee Ul EOOOI OEEUDPOOUBJ w" 2 ( z UWE |
Council meetings and retreats was often in the role of giving a presentation related to the concept

mapping process, or in the course of conducting retreats. CSI also served as adjunct support for certain
Committees on occasion. In addition to the sections of the agenda for which CSI was responsible, there

was opportunity for observation of other parts of the meeting as a true observer, rather than participant

observer.

18



VIIl. Consortium Expectations

To begin the evaluation, we reviewed two sources to answer the question: ? 6hat did we expect to
happen in the first phase of the Consortium?? The original Green Book (March 2002 articulated the
Committee activity and achievement priorities. The interview input asked respondents to identify their
I Rx]T EVEUDOOUWOI aaphtity taudrgartize @el), iholyeparters, and deliver on the
priorities described.

This report reflects the process and progress of the Committees regarding theoriginal Green Book
priorities. Figure 3is a summary by interview query on the expectations of the respondents.

Figure 3: Interviewee Consortium and Committee Expectations

16
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14 M Neutral Score =2
14 4 M Low Score =1
13 13
12 12
12 + — _
- 11
é e
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Number of Interviewees/Res

N

#1: PlanningWork s | 6 ww" OO U &#3: Innovative #4: #5: #6: Progress on #7: Staffing and #8: Involvement
from Responsibility Approacehes Communication  Resourcefulnesss Recommendations Management of Key
Recommendations on Progress Support Communities

Since this is retrospective feedback, it is to be expected that high scores would result, especially from
those most intimately involved in the Consortium. Taking that into account, we are still able to point to
the lesserexpectations, specifically on innovative approaches, progress on recommendations,
involvement of key communities of interest, and, to a less noticeable degree, staffing and management
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support. The numbers associated with these differences are quite small,due to the size of the interview
roster. But the process evaluation does bear out some of these slight differences.
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IX. Findings Across Committee s on Key Measures

In this section, we summarize findings across Committee s on the key measuresidentified in Table 2
above for each of the categories of the process model.

Please note that we represent certain summary datawith two different averages. This reporting
approach takes into accountthe particular case of the Insurance Committee, which had, in essence
completed its charge early in the life of the Consortium. Two different averages are shown: includ ing
Insurance as a unit of measure, and without Insurance counted as an ongoing Committee.

A. Committee Structure and Managemert

Committee structure and management is assessed using four keymeasures
¢ Meetings held
e Attendance at meetings held
e Range of sources used for eactCommitteez Uwb OU O
¢ Management effectiveness for eachCommittee according to interviewees

1) Meetings Held

The first measure examines thenumber and regularity of Committee meetings. The expected schedule
of meetings was bi-monthly, with Advisory Council meetings alternating with  Committee meetings.
This schedule allowed for Committees to take action betweenAdvisory Council meetings and meant
that Committee Chairs, who also serve onthe Advisory Council , had responsibility for attending, on
average, onemeeting each month. This is a rule of thumb; in some cases &hairperson of one
Committee is also identified as a member of another Committee, so attendance was expected at more
than one Committee and the bimonthly Council meeting

Figure 4 illustrates the number of meetings held by each Committee over the period 2003 through 2006.
It is worth noting that most Committee s did not begin meeting regularly until September 2003. For the
period from September 2003 to July 2006 abenchmark of a total of twenty possible meetings was
calculated, based on themeeting schedule if eachCommittee did in fact meet bi-monthly. This
benchmark is noted on the graph. No Committee met every possible time. Rather, the average number
of meetings held by Committee s was just overtwelve and ranged from zero (Insurance) to nineteen
(Colorectal). Taking the Insurance Committee out of the active committee configuration, the average
number of meetings across committees wassixteen. Most (six out of eight) Committee s met between
fifteen and nineteen times. Recall that these graphs are based on the document review and were
verified or corrected via interviews with Committee Chairs. Figure 4 supports this summary.
Institutional memory suggests that the Insurance Committee, in fact, met once However, agenda or
meeting minutes were not available; and the Committee Chair was not able to participate in the
targeted interviews.
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Figure 4. Number of Meetings from September 2003 to July 2006
by Commlttee I # Meetings
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The pattern of meetings held is also instructive. In some cases, even &£ommittee that met a typical
number of times (sixteen) may have gone for as many assix months without meeting. Four months
without a meeting was common across Committee s and is the result of missing just one bi-monthly
meeting.

Influences on the meeting schedule included:

e "EOEI OOEUDPOOWOI wOI 1 UPOT UwbOwi EYOUWOIT woOi OET UUZ w
Cancellation due to weather
Cancellation due to staff informatD OO wUI1 T EU
Combination of a Committeez Uw Ol 1 UDOT w

(

[}
(114

.
b ComiitteE.0 wOi WEOOUI 1 Uw

DOT wodi OEI UUz wx OEOOT EwEC
pU
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2) Meeting Attendance

Another indicator of Committee structure and management is the attendance of its members. Good
attendance is needed to ensire member awareness of anddiverse input on critical decisions, to
maintain momentum , and feed partner organization engagement. Figure 5shows that average
attendance by Committee, across itsheld meetings, varied from 32% to 60%, with an average of 44%
(excluding the Insurance Committee). The Advisory Council attendance was the highest reported,
with an average attendance of 60%. Advisory Council attendance ranged from 38% to 75% andheld
steady throughout the life of the initiative. Closer examination of the attendance by Committee did not
reveal attendance patterns or trends over time for most Committees. An example of typical committee

member attendance is shown in Figure 6.

Figure 5: Overall Attendance by Committee
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Figure 6: Committee Member Attendance Example: Tobacco Committee
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3) Sources Used

Most of the measures reported in this process evduation depend upon the quality of Committee
documentation. Table 5 summarizes the number of document sources by Committee. Sources here
refer to the variety of different information vehicles that are included in the document review. These
sources include meeting minutes, reports presented during the meeting, marketing collateral and any
other sources mentioned in the methods section above.

There is no documentation of any meetings of the Insurance Committee. But since the Advisory

Council continuedt OwOOOPUOUWUT T w( OUUUEOET w" 6O0O6PUUI T zUWET EUT I
POUOOWUT | wi UExT wbOEPEEUI UwUOUUET Uwi UOOWEOUT wlT 1 w EY
Eachtype of source was counted once perCommittee. Although the Advisory Counci | may have

discussed an issue on numerous occasions (thus, recording discussion in several different meeting

O b O U UAdwsarywcouncil O1 1 UDOT wOPOUUIT U» wmpastue This Gddisidh was Gade

to ensure that that this measure did not duplicat e the information provided regarding the regularity or

24



frequency of meetings.) Thetable gives a rough indicator of the strength of documentation relied upon
to assess each of th&€ommittees.

Source

Insurance

Colorectal

Tobacco

Knowledge
and
Information

Environment

Disparities

Advisory
Council

"Selected Cancer Trends"
Presentation by Paul Silverman
2006

X

2#1 Y1 OOx 01 O0wOI
Plan for State CRC Program"

P4xEEUI UwOOw" 60
PowerPoint presentation 2006

2001 Action Planning Retreat
Presentation: "The Delaware
Advisory Council on Cancer
Incidence and Mortality -
Planning for a Comprehensive
Cancer Control in Delaware:
Identify ing the Issues"

2001 Concept Mapping Results

2004 Cancer Care Coordinators
Presentation

2005 "Comprehensive Control
Plan" by CDC

2005 Concept Systems, Inc.
Presentation on Disparities

2005 DCC Retreat Presentation

2005 Retreat Report

2005 Retreat Survey Instrument

2005 Retreat Survey Results

X I X I x| X

X XXX

2006 Advisory Council Meeting
Presentation by Concept
Systemsinc.

x | X | X | x

2006 Cancer Clinical Trials
Presentation

2006 DCC Survey Results Report

2006 DPH Presentation

2006 DPH Press Release

?2#1 EODPODOT w" EOQE
Decreasing Racial Disparities,
Top ConsortUP U Oz Uw21 E

EEOOxODPUT O 60U
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Source

Insurance

Colorectal

Tobacco

Knowledge
and
Information

Quality

Environment

Disparities

Advisory
Council

2006Alliance Pamphlet

X

2006 Retreat Notes and
Summary Recommendations

X

2006 TMF Presentation

AB&C Marketing

Advisory Council Meeting
Minutes

Advisory Council Meeting
Minutes Cancer Request for
Proposals

Behavioral Risk Factor
Surveillance Survey, 1999

Brown, Riley, Schussler, Etzioni,
Estimated health care costs
relating to cancer treatment from
SEERMedicare sata, Med Care
2002

Center on Aging and Society,
2000

Colditz, 2000

Delaware Business Magazine
2005 "Solving Delaware's Cancer
Puzzle"

Delaware Cancer Registry,
Delaware Division of Public
Health

Delaware Chamber of
Commerce Flyer

DPH Data Report

Eddy, 1990

Email communication from DPH

Green Book 2002

Green Book 2004

Green Book 2005

X X I XX

X X I XX

X X XX

List of Delaware Sources

Meeting Minutes

Membership Applicati on Form

X EIX XXX

Memo from Betsy Wheeler to
Advisory Council Members
6/11/03
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Knowledge
Source Insurance | Colorectal | Tobacco and Quality | Environment | Disparities
Information

Advisory
Council

National Center for Health X
Statistics

ORC Macro Draft Disparities X X
Report- Disparities in Cancer
Incidence and Mortality
Among Delaware Residents,
19982002

Penberthy, Retchin et al., 1999 X

Ranshohoff & Sandler, 2002 X

Ries, et al. X

Summary Meeting #1 X
Presentation

Surveillance, epidemiology and X
End Results (SEER) Program,
National Cancer Institute

Sysnopsis of Deliverables X
Champions of Change Contracts

Taplin, Barlow et al., 1995 X

40DYI UUDPUa wOi w# X
for Applied Demography and
Survey Research 19941998

Visual Depiction of Purple Book X
(Year 4) Priorities Document

Working Group Meeting X
Minutes

www.delawarecancerconsortium.com X X X X X X X X

4) Management Effectiveness

Data regarding Committee administration and management was the focus of Section C of the
interviews . In general, Department of Public Health staff or contractors provide staff support to the
Committee.

The interview queried on the administrative support and management provided to each Committee on
a scale of 1 to 5 where 1=poor2=fair; 3=good; 4=very good; 5=excellent A summary of responses by
Committee is provided in Figure 7. With average scores of 4.48 and 4.36 respectively, the Colorectal
and TobaccoCommittees stand out as well above the average of 3.76. The Knowledge and Information
(2.82) has the lowest rating Ratings of the Consortium as a whole are very good (3.90).
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Figure 7: Overall Quality of Administration and Management of Consortium
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Interviewees also answered specific questions pertaining to particular dimensions of Committee
administration and management. Those responses are aggregated acrosSommittees in Table 6 and
give an indication of the relative strengths and weaknesses of particular aspects of this broad topic.
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Table 6: Summary of Interview Responses to

Specific Committee Administration and Management Questions

Average Lowest Highest
Question Rating Answers | Respondents value value
/ Ol EUIl wUEUT wOT 1T woOl YI OwOi wi i i1 EUDYI Ol UUWUOT EQw#/ ' Owp

Coordinating communication
among members 3.59 22 17 2 5

Coordinating communication with
people and organizations outside
the Consortium 3.15 20 16 2 5

Organizing Consortium activities,
lincluding meetings and projects 4.00 22 17 2 5

Preparing materials that inform
Consortium members and help
them make timely decisions. 4.05 22 17 2 5

Providing orientation to new
Imembers as they join the
Consortium. 2.50 12 9 1 4

Making good use of members' time. 3.91 22 17 2 5

Interview comments also shed light on some important dimensions of Committee management and
structure:

Staff supporis critical to the success of such an adeavor, and this has varied acrossCommittee and
over time. Of the seven active Committees, over half have experienced gynificant changes in staffing,
which affected ratings of this aspect of the Consortiumz Uwx UOET UUB8 ww

Providing the right balance oftaff support andCanmitteeinvolvementis a challenge in an effort like this.

interviewee, from a different Committee, said meetings felt rushed andthat U1 1 a wb1 Ul w? OYIi UOa
respectful of ZO1 OEIUDWE 61 wUl EOCAWEDPEOz Uwl EYI wEOawUI UxOOUDE
of the spectrum, interviewees expressed concern aboutthe lack of authority of staff or administrative

barriers that prevented staff from communicating on behalf of the Consortium or taking the initiative

on projects. In general, interviewees felt that their time was respected, rating that a 3.91 on afive point

scale.

A few interviewees took the opportunity to discuss the unique chdlenges oproviding staff supporto
such an initiative. ? . OWEEOEOET whPuizEYU wHA A wiUd QWEOUT T wx1 UPOEUwPI
1 RET OO OUWEOEwWOUT T UwUPOT Uwbkbi 1 UT whl wEPEOz Owhmaluw0T T wC
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with a lot of moving parts. The breadth and depth is more than what most of us think of when

providing staff to an effort. The consultants have also struggled with the breadth and depth. For

example, we had one group that had done a lot of staff support for anoth er agency and they were just
OOUwxUl xEUIl Ewi OUwUT PUS ww3T 1 Ul wbUO7Z7 UwEOwW!I EEWEOQOE wi O00P
sevenyears. It can be exhaustingt for staff and for contractors.? Anather respondent observed: ? 31T 1 w

DPH has beenstruggling to support the Consortium, which is pro bably why they added contractor [s]

to do that. Part of it is growing pains. When a fledgling organization starts to get things done, then

they havetol BT UUT wOU U wl OPwUOwUUxxOUUwhUGB »

Interview comments also suggested other measures of the effectiveness of the overalCommittee
structure, administration and management :

The Consortium as a whole has a process foselecting and inviting membetiat is consistent across
Committees. This is in part becauseappointment to the Consortium is, in essence, appointment to a
government volunteer position. However, there is no formal or identifiable process for orienting
members to the Committee s or the Consortium as a whole. In part, this may be because there haveen
relatively little turnover for the Consortium as awhole, with fifteen out of eighteen of its original
advisory council members still serving, according to a DPH staff member. This lack of turnover is
remarkable in itself, as the Consortium or its precedent organization has been operating for seven
years.

Finally, the degreeand level of specificityf Committee charges varies. In part, this reflects the
differences in the maturity of the field of certain issues and relative lack of consensusmodels or
research in other areas. For example, the issue disparities is an intractable, systemicissue for which
there are relatively few proven interventions. Efforts and approaches to tobacco control, on the other
hand, are much better defined and organized. Guidance on interventions is much clearer and evidence
regarding various interventions is relatively well -developed. So depending on the level of maturity of
UT 1 w" 0 0Ob U Udommitteeudhdbgedhari@diin the degree to which they were accompanied by a
clear set of disaete tasks to achieve the goals

B. Leadership and Priority Setting

Leadershifis assessed through the interview ratings, summarized by Committee in Figure 8. In general,
the scores are quite high, with an average of 3.80N U U U wU T O U U udGMost Btivkindlisithel O O E
unanimous excellent rating for the Colorectal Committee. The Insurance Committee, which held only
one meeting, is the lowest. TheDisparities Committee (3.15) The Provide Knowledge and Information
Committe e are rated slightly lower than average; we explore reasons in the Committee -specific section.
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Figure 8: Overall Committee and Consortium Leadership Effectiveness
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We note that the Disparities and Knowledge/Information Committees are slightly less well rated on a
few factors. These committees were challenged by ageda changes, the addition of committee charges
and other elements that we discuss in more detail in the Committee section.

As shown in Table 7, respondent ratings on specific dimensionsof UT T w" O O U i8dddyship)iere U w

also quite high. The lowest average rating for a series ofeight leadership questions was 3.5. Across

Committees, feedback is highest for acting responsibly for the Consortium (4.38), fostering trust and

inclusiveness (4.14), and communicating the vision of the Consortium (4.00). The lowest scores are on

working to develop a common level of commitment to the Consortiumz UwUl Ux OOUPEDPODPUDI UL
helping the Consortium to innovate and look at the issues differently (3.68).
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